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This Plan of Correction

- . ) constitutes our written
A Racentification/Abbreviated Survey was

conducted 08/30/10 through 09/01/10. allegation of cowpl iance
Deficiencles were cited with the highest Scope for the deficiencies cited.
and Severity of a "', A Life Safety Code Survey N .
was conducted 08/31/10 with no deficiencies . However, submiseion of ‘this
cited. ARO KY00014927 was unsubstantiated plapg of Correction i not
with no deficigncies cited, an admission that a

F 281 | 483.20(k)(3)()) SERVICES PROVIDED MEET F 261

gs=F | PROFESSIONAL STANDARDS deficiency exists or that

" . e one was cited correctly.
e gervices provided or arranged by the faciity . .

must meet profegsional standards of quality. This Plan of Correction

. _ is submitted to meet

This REQUIREMENT is not met as svidenced requirements established
by: by State and Federal law.

Based on observation, interview and record F281 10/2/10
review, it was determined the facility falled to . ,

ensure services arranged by the fagility me It is the policy of the
professional standards of quality. The tagilily facility to ensure services
failed to ensure nurses were knowledggebie= ¢ . TQ%’ S rovided d b
ragarding thelr role in the event of an ef y [ provided or arranged DY
which would necessitate the need for 1% (i )
cardiopulimonary resuscitation (CPR), &rid falle

1o ensure staff were aware of the facilitRolicy
and Procedure for ‘Care of the Unrespongive —==

rofessional standards of

Resident and Cardiopulmonary Resuscitation RN 1. LPN #2 was

CPR)". ' : ‘

( V- . re-educated on the eveninﬁ; ‘
The findings include: of 8/30/10 on the proper
Review of the facility's Pollcy and Procedure for procadures for a "Code Blye"
Cate of the Unresponsive Resident and CPR regponse at the campus.

tevealed @ detalled inclusion of the speclfic
procedure to be tollowed in @ Code Blus
(establish lack of pulse, respirations, establish if
the involved resident is a full code, sand for crash
can, stc).

WTCTOR'SOR PROVIDER/SUAPLIER REPRESENTATIVES SIGNATURE ﬂ TITLE ) ' ':xié.m .
| Y SN U HA IO

Any deiiciaﬁc}statemem endlng’ with an asterisk ("} denotes a deficiency which the institution may bo excused from correcting providing it is determined thal
other safeguards provide sufficlent protection 1o the patients. (See instructions.) Except for nursing homes, the findings s\ated above Bre glsclosable 80 days
{ollowing the date ot survey whefher or not a plan of correctlon Is provided, Fof nursing homes, the above lndings and plang of correction are disclosable 14
days following the dete these documents are made avaiiable to the facilly. if deficiencles ate cited, an approved plan of corraction i requisite to continued
program par‘ticlpation.]
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During the above interview LPN #2 failed to
demonstrated knowledge regarding her role as a
nurse in the avent of an emergency and was
unaware of the facllity's Policy and Procedure for
“Care of the Unresponsive Resident and
cardiopulmonary resuscitation (CPR)".

Interview on 08/30/10 at 11:30 AM, with the
Dirgotor of Nursing (DON) revsaled the location
of the facliity crash cart to bg in the supply room
of the Health Care Services Unit. Further
interview revealed nurse orientales raceived a
topr of the building by the Nurse Mentor, which
included the

location of the crash cant and the localion of the
gontainers which held rasuscitative equipment.
The DON indicated the containers of resuscitative
equipment were located on sach additional unit of
the facility, the Alzheimer Unit and the Extended
Care Unit.

Interview on 08/31/10 at 8:15 AM, with the Staff
Development Coordinator/Assistant Director of
Nursing (ADON), revealed her responsibility in
orienting and renewing education for CPR was to

9/30/120. The in-service
addressed the policy and

procedure for a "Code Blu

regponse at the campus.
3. The facility has updat
the orientation checklist
for both Licensed Nurse
and Certified Staff to
include "Code Blue". The
orientation checklist is
attached to the Plan of
Correction.Licensed Nurse
Mentors were re-gducated
by Assistant Director of
Health Services as to the
training expectations for
licensed nurses. This
training completed by
September 30, 2010.

"D PROVIDER'S PLAN OF CORRECTION ¥8)
PREFIX (EACH DEFICIENCY MUST BE PRBOEDED BY FULL PHEFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLEYION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CRDBS-REFERENCED TO THE APPROPRIATE DATE
, . DEFICIENCY)
F 281 | Continued From page 1 Fog1] 2. All licensed nursing
. staff and certified staff
On 08/30/10 &t 11:00 AM, at the initiation of were cate the
interview, Licensed Practical Nurse (LPN) #2 . . ec%u . a by
" revealed she did not know where the crash cart Executive Director,
| wes |00a!ed. LPN #2 indicaled th‘at if D i ractor of Haa 1 t_h g ervi ces
encountsrad a resident on the unit with no L oo
abservable pulsé or respirations ghe would run to and Assistant Director
the adjoining unit {o "get the RN". Further of Health Services on the
intarview revealed the'LPN was trained as to the
facility's précedure for initlating CPR but did not proper procedures for a
recall the specifics of the training. Continued "Code Blue'" regponse. The
Interview revealed LPN #2 started Rer I : :
in- ce was completed
amployment at the facility on 07/28/10. SeXVi P Y

FORM CMB-23687{02-99) Previous Verslons Qbsotete

Evant |D: 8BOF14

Facillty ID: 100754

If continusation sheet Page 20l 9




Uct. 1Y 2010 3:40FW Ledar Kidge

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE, & MEDICAID SERVICES

No. Y1/0  Fo b

PRINTED: 05/13/2010
FORM APPROYED
OMB ND. 0838-0391

ETATEMENT OF DEFICIENCIEE (X1) PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRAUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION \OENTIFICATION NUMBER: ‘ COMPLETED
: - A BULDING N
C
185145 B WING 09/01/2010
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
1217 UB HIGHWAY 62 E
CEDAR RIDGE ﬂEALTH CAMPUS GYNTHIANA, KY 41031
410 SUMMARY BTATEMENT OF DEFICIENCIES 1o PROVIOER'S PLAN OF CORAECTION (x8)
PREFIX {EACH DEFRICIENCY MUST BE PAECEDED BY PULL PREFIX (EACH CORREGTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OA LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o - DEFICIENCY)
on completion of the
F 281 | Conftinued From page 2 Fa81) ggien%at}ij.]én checklist fox]
| ensure all nurses were CPR certified upon the licensed staff, the DHS
hire daté and fo make arrangements for their "f}%d 40F BJiLDHﬁ will geyaew
.reucer'tiflcation. when it was due. Further wighetheugta :f‘cglgmggig L
intarview revealed all employess were lnstructed employee does not demongtra te
on, and glven a color coded designation of sug ficient knowledge, the
emergencles which was placed on the back of new gt aff ‘é‘embgrt‘ﬁl 1%1 be | .
their name badges. She further stated, the ﬁgﬁ%ogc&,ﬁ 1 %2 re'_gdu‘é‘;.iéd
facility's emergency designation for CPR was as to the proper procedures
Code Blue, Continued interview revealed the f'ggdghgl‘l‘:lgalnlng and the
facility poficy and procedure for Code Blue and ' n- "
the nurses' role for Code Blue was supposed to éémsggl&ﬁ?a }n‘;}%? g%ge grghe
be communicaled to them by the Nurse Mentor. uarterly Code Blusl —
' ' dEille Lo s B Tacter, )
interview on 08/31/10 at 10:00 AM with - Director of Health s
Registerad Nurse/(RN) #3, who was the facility's - Services and Assigtant
Nurse Mentor for all newly employad nurses, Director gf Health Services.
revealed her responsibility regarding Code Blue Ralellgs gf. the "grlll " e
was (o familiarize the nurses with the wi theeQuﬁqllé;Sgssﬁiaggg
resuscitative equipment, Further interview meetings and any
revealad she thought it was the Stalf ggpc; g%ggé}:l % e a ‘ { &mrb g taff
Development/ADONS responsibility to educate : : .
the nurses on their role in & Coda Blue. add ggﬁig%igﬁmggéﬁ‘ﬁggi{n‘{;g?
: Additionally, the Directlr
Further interview with the Administrator on of Health Sgrvices and/ox
08/30/10 at 10:00 AM, revealed LPN #2 received Assistant Director, of
. . ; Health Services will
her LPN license in the past six (6) to nine (8) conduct monthly "Code Blue"
months. The Administrator indicated she thought audits of sta t¥ knowledge
it was unaceeptable for a nurse or any direct with _10% of 11?‘31.153‘3 ¢
patient care staft to be unknowledgeabls of their staff and certified graft
lasks and responsibilities In a Code Blue. )
Interview with the Staft Development .
| Caordinator/ADON on 08/01/10 at 6:15 AM,
revealed LPN #2 was stationed on the Alzneimers
Unit, where three (3} of the thirteen (13) residents
on this unit were a Code Biue stalus. The ADON
stated the staffing pattern on this unit
(Alzhelmers Unlt) was one nurse per shift,
FORM CMS-2587(02-99) Provious Versions Otsolele Hvan! 10 SB0F11 Facility 10: 100751
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F 281 | Continued From page 3 F 281|Upon 100%. compliance, the
Review of LPN #2's facility employment records “Code Blue" audits will be
revealed she received CPR cerlification in conducted guarterly with
Ooctober 2008 and was due for re-certification in results reviewed as part
Octaber 2011. of the Quality Assurance
Review of the facility's Orientation Program meetings. If at anytime
Checkiist for Nurses reveated o Indication this 100% compliance ig not
policy was read, or understood, Further review of achieved upon review of
the Ct?ecklzat reyeal:d r_1[o itn'dicai:ion th[g a;:ployee the audits, the QA committee
was glven the dpportunily to ask question . .
regarding the policy. Review of the facility's ‘:lll impi ETEM monthly
OrientationProgram-Checkilst for-Certified Code Blue' audits and or
Nurses Aides (CNAs) revealed the same. (Nurses drills to ensure staff
and CNAs were the direct caregivers at facility). knowledge until 100%
. ' compliance. Upon return to
Continued Interview with the Staff Development Lo OE com lianie the QA
Coordinator/ADON on 08/01/10 sl 8:15 AM, jcomplisnes, T4 !
revesled these checklists did not refer to the committee will re-implement
tacility's Code Blue poficy, and thé orlentation quarterly audits.
checkliets needed-to be mors specific in The facility alleges
documenting the facllity's direct caregivers' compliance as of .
famlliarity with the Cods Blue pracedure. October 12010
F 371 | 483.35()) FOOD PROCURE, Fan P
85-F | STORE/PREPARE/SERVE - SANITARY
' ' F 371
The facility must - , Tt is the policy of this 10/2/10
(1) Procure food from sources approved or cempus to ensure proper
considered salsfactory by Federal, State or local storing/preparing and
authoritiss; and . 109/ preparing
.| (2) Store, prepare, distribute and serve food serving of food.
under sanitary conditians
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, il was
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determined the facility failed to ensure food was
sarved under sanitary conditions.

The findings include:

Obsgervation on 08/30/10 al 10:00 AM during the
initla! tour of the kitehen, revealed two (2) dented
cans of food on the canned food rack. Intarview
with the. Director of Food Services on 08/30/10 al
10:00 AM revealed tha cans should not have
bsen there; they should have been moved to the

1. The dented cans identified
durlng the initial btour
were mmedlatel¥ removed

from the rack. The mop
identified during the

1n1téa% tquﬁegasthgng up

%o impediagely’ upon
PR Y calion of dbficient
practice. The staff member
bbeerved to enter kitchen.
withoyt a halr net was
immediately coupnselaed by

the Executlve Diregtor as

to the proper standards

for entgxrjing the kitchen
with a hair restraint. All ot
cang werg observed Lo have no
dents and no other mops wWere
imprope

arsa designated fordented-cans-to-be-picked-up
by the supplier.

Also bn the initial tour of the kitchen on 08/30/10
al 10:15 AM it was revealed a wetmop was
stored on the floor of the malntenance closet in -
the kitchen. Interview with the Dirgotor of Food
Services on 08/30/10 at 10:15 AM revesled the
Chef had just used the mop and put it in the
cloget without hanging it up and the mop should
have been hung up to dry. Interview with the
Chef o 09/01/10 at 1:45 PM revesied that he or
she thought it was better to put the mop on the
floor than have it wet and dripping If hung up.

Observation on 08/30/10 at 12: 26 PM during tray

line service, in the Kitchen, revealed an aide came

into the food service area without a hair restraint.
interview with the Dietary Manager on 08/30/10 at
12:26 PM revealed the alde should not have
gome thal far into the kitchan without a hair
restraint and should have been trained on
wearing a hair restraint In the 10od preparation
area. Intarview with the Executive Director of the
facilily on 08/31/10 at 3:30 PM revealed she also
observed the aide not wearing the hair restraint in
the food preparation area. The Executive
Director revealed the alde had baen trained on

- Services conducted

. paniltation procedures

&

(X4} D SUMMARY STATEMENT OF DEFIQIENGIES 10 x5
PAREFX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH GQRRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LET IDENTIFYING INFORMATION) TAG CHOBE-REFERRNCED TO THE APPROPRIATE DATE
- DEFICIENCY)
F 3711 Continued From page 4 " Fan

heal

— &

1y stored,
Director of Food
an,
in-gervice with facility
staff to address wearing
groper hair restraints and
anigation when enterxng t
n-gervice was completed

The

bg QZ;!O 10, ,
hdditiconally, the Director

of Food Service conducted an
in-gervice with all dietary

staff which addressed %roperc
or en

2. the

di
S

kitghen, .
gapitation audit complated
g{a%%me Qffice Dietary Suppor

o1l
wit
and regulatlons.

ko/;/lo indicated compliance
dietary sanitation standarfis

8t
ki

rad' B
o

KEH.- .

o

t
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F 371 Continued From page & , F371] 3. The Director of
the requirement of the hair restraint but was new Health Se r\jices ~and/or
and just forgot. The Executive Director sialed the Exacutive Director
ghe had reminded the alde of the sanitation will conduct monthly audits
1 policy. utilizing audit forms to obserpe
F 431 | 483.60(b), (d), () DRUG RECORDS, F 431 for proper dietary sanitation
§5=c | LABEL/S8TORE DRUGS & BIOLOGICALS procedures. Additionally,

The facility must employ or obtain the services of
a llcensed pharmacist who establishgs a system
of records of receipt and disposition of all
controlled drugs in sufficlent detail to enable an

whan Home Office Support staff
vigsit monthly, thay will - ’
complete a Distary Sanitation !
Audit. The results

of the audits will be

acourate reconcliiation; and determines that drug
records are in order and that an account of el
controlled drugs is maintained and periodically
reconciled, :

D'rugs.and biologicals used in the tacllity must be
labeled in accordance with currently accepted

. professional principlies, and include the

appropriate accessory and cautionary
instructions, and the expiration date when
applicable. '

in accordance with State and Federal laws, the
tacillty must store all drugs and biolagicals in
locked compartments under proper temperature
controls, and parmit only authorized pergonnet to
have agcess 1o the keys,

The tacility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs flisted in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored ig minimal and a missing dose can
be readily detscted. '

discussed—as partof the
Quality Assurance meebting.
Any oppoertunities for
improvement will be
sddreesed immediately with
staff aducation. The audits will
continue monthly as part of th
QA program. )
F 431 ' 10/2/10
It is the policy of this
campus to ensure proper
storing and labeling of
drugs and biologicals.
1, The debris and spillage
identified during the
observation of the medication
room wag claaned immediately.
The expired lancets were
 discarded immediately on
8/30/10. The cabinet
drawer was cleaned
immediacely with all items
discarded appropriately.
Additionally, the expired
irrigation tray was removed
immediately on 8/30/10.Refrigerator
was checked for cleanlinesss and
211 other supplies checked for

FORM CME-2567(62-98) Previoys Varsions Obsoiste
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F 431 Continued From page 6 : F 439| Tnese vers no used itemg noves

in the cabinges, K1l medicacion
carnn wegs dudited for compliasnce
with no uxpit&d medicatlons noted,
There were Ao additions)

This REQUIREMENT Is not met as evidenced ' detizicat practige sdoneitied.
. b . 2. The Rhsiceant Divestor
L . ) ) of Health Saxviees dddressed
Based on observation, and Interview, it was with 368 Shitt aurzing state che
, determined the facility falled to ensure drugs and oot ton rosn medienion cert/
blologicals were labeled and stored in aocordance eetrigerator and 1u supplius are
with the currently accepted professional o e senerlo vataatlon
principles. Lancels and an irrigation tray were conueol gractiess ae ki
H e din oE sut
observed o be accessibie o staff past the ‘ v tionl-diebridr it
3Xpifat|0n date. toom dnd IV supply will be monitozred

wukkly foy compliange by

. " ERG PLYTAELOY OF HoR)IEh

The findings include: Bervicks and/or designes. An audit
will de¢ aonoucted on skl madication
GArLE €O cAsure complisnce. Thedw

QOhservation of the Skilled Unit medication room e e J;“:“;;: aﬁk?{w

g W LA CLe
on 08/30/10 at 4:2Q PM revealed there were spllls " | whe Bivestox ot Healch Fevvicws/
and debris in the refrigerator and freezer, : or Rawidoss,

The MRAieucign Aldes waric
Te-08ucated by che Assistant

'.n additionl the rﬁed]caﬂon room had a box of pirageor of Henlth-ﬁ'u\jicuu
+ . . N . te menikor the medicacion yooms
fingerstick lancets with an sxpiration date of and moARtaln propar infection
01/20/10 in the cabinet, and & sleeve of ::n:zflafzze:i:;: ;zili;:i:mf.g
rmedication cups in the cabinet drawer which also Steas located on the madicasion
contained a used hair brugh and a used comb. ;:’; }jz'):;_”'““““ conpleted
. %. The results of the waakly
Observation of the supply ropom on the Skiled - ::‘:::; :;:‘oﬁjlgg;‘:;jgﬁm
Unit on 08/30/10 at 4:30 PM revealed an irrigation moctings and ey oppoctinities
. . . Y for improvemento wi B
tray with piston syringe with an expiration date of Saaroeret lmmediovely SAEGVSH
08/07. the process of ataff edueation

2nd in-xervicing, This edugaliion
w1l)l be providad by the

Interview on 08/30/10 at 4:30 PM with Kentucky Dixeakor uf uedlth Serviccs

Medication Assistant (KMA) #1 revealsd the 2 the matiaation toommascotian sact and v
reffigerator and freezer needed cleaning, She supplien will concinue weekly

was Unaware of who was responsible for cleaning s ac 3 montha, W(11 Be conducren '
the refriperator ar who was responsible for ronthly of gare of che g

checking for expired supplies. Empiianca not Sheated.  sudc

will refurn 50 wegkiy oy 3 montha

Interview on 09/01/10 8t 1:25 PM with the or uniil 1004 complionce on audits.
Assistan Director of Nursing (ADON}) revealed !
she was unsure who was responaible {or cleaning

FORM GMB-2887(02-99) Previous Verelons Ohsolele Event |D: BBOF11 Facliity 10; 100781 i continyation sheet Page 7 of 9
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the madication refrigerator or who was as providing defieient
responsible for removing expired supplies fram ' grggt; 33;2?3 aﬁ;gdgﬁi%gg
the medication room or the supply room. ;ES ByIvey process.
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The facility must establish and maintain an
Intection Conirol Program designed to provide a
safe, sanltary and comfortable environment and
to help prevent the development and transmission
of disease and Infection. '

re-educated the employes

on the poliey and procedure
for handwashing at the
camgus,

2. The Assistaat Director
of Nursing and BExecutive
Diregtor provided .
re~educatlon to certified
and licensed ztaff about
proper standards and policy
and procedure fox

(a) Infection Control Program

The facilily must establish an infecticn Control
Program under which it -

(1) Invastigates, controls, and prevents Intections
in the facility, ° :
(2) Decides what procedures, such as isolation,
ghould be applied to an individual resident; and
{3) Maintains a record of incidents and correclive
actions related to infections.

(b) Preventing Spread of intection

(1) When the Infestion Control Program
determines that a resident néeds lsulation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmil the disease.

(3} The facHily must require staff to wash their

| hands after each direct resident contact for which

hand washing is indicated by accepted
professional practice.

(c) Linens
Personnel must handle, store, process and
trangport linens so as to prevent the spread of

| hudit was complected by 9/30/10.

handwashing and proper

procedures for infsction

¢contrel related to feedin

regidents and facility infection
control policy.la-service completed
by 9/30/10.

Audit was conducted on

9/29/10 with no deficient

practice noted. An audit was conduct]
to observe for proper handwashing
procedures during meal service;
transporting of clean/dizty

linens ;before and aftar direct
residant caxe and medication
administration., No additional
deficient practices ware idesncified.

3. The Director of Health
Sexvices and/or designes
will conduet audits during
maal gervice,transporting of

resident care and mny othar areas
related to proper infaetion control
pragtices, The

audite will be conducted

monthly x 3 .months until

100% compliance is

achieved. Upon complation

of 100% compliance, the

mudits wil)l be& conducted

clean/dircy linens;befora/aftar dir%ct

guarterlg. If at anytime ‘
uring the audit cheervation
deficient practioe is

identified, the staff
member will be re-educated
immediacely and have to
resiga tha policy and
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SUMMARY STATEMENT OF DEFICIENGIES

(X4} 10 ] PROVIDER'S PLAN OF CORRECTION (s
PREFIX (EAGH DEFICIENCY MUST8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEGC IDENTIFYING INFORMATION) TAG GROBB-REFEAENCED TO THE APPAOPRIATE - DAYE:
) , DEFICIENGY)
F 441} Cantinued From page 8 F 441| procedure for proper
Infaction andwashing and infection
on. control practices, All -
results of the audits
will be reviewed as part
of the Quality Assurance
This REQUIREMENT is not met as evidenced Committee monthly meetings
by: . ) Up%m tc‘lentlgﬁcag;}on gf ne&E‘
. by | infection, ‘the Director o
B e e oy jealth Saivice andlox
e facility jalte antainan designee will conduct
effeatlve Infection control program In order to random return demonstratiof
prevent the development and transmission of audite among licensed staff
disease and infection within the facility for one (1) to observe %o; proper infegtion
uhsampled-resident-ol-eleven-{11)-sampled control practices. Audit will
residents (Resident #12). Resldent #12 was EE a%?nd%%tﬁgogncég% l?gnééc‘mﬁ‘?d
gotedd to fed a sandwich, by an aids, with bare audit will be complete. If
ands. less than 100%, another 10%
, . of licensed staff will be
The findings include: audired until 100% .
compliance achieved during
Observation on 08/30110 at 5:30 PM, revealed observation of demonstratlen.
Certified Nursing Assistant (CNA) #7 was feeding Results of the OA audits will
unsampled Resident #12 a chicken sandwich with ggngg‘i’l eggdmg‘éi igg sthe
her bare hands ir} ihe restorative dinifg room. Addit ignal 1y, thegD ivector
There was no evidence the CNA used utensils to of Health Sarvices and/or
tead the resident the chicken sandwich. Degignee will conduct’

' staff re-education on the
interview on 08/31/10 at 3:30 PM with CNA #7 facility infection control
revealed she usually fed the residents gi‘i_é g}tfogng fpgggi 333}?\ ghtg}fe
T e i Services Wl paintatn &

: g related to feeding al the tactity Deep Cleaning Schedule of

anq was taught to use utenguls to feed the resident rooms and corridoxs

residents, Continued interview revealad she was to ensure proper infection

usually in the main dining room for meals where control practices. DES will

the residsnts fed themselves, and was not used produce copy of completed

io feeding residents who nesged more assistance Sghggg%eindugéngngﬁiemggggiyance

'n the restorative dining room. Fac ilitg EJg.nfect ions will be
reviewed monthly as part of
the QA meeting. The report
will be generated from the
weekly DHS report which
identifies all infections.
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A standard Life Safety Code survey was
conducted on August 31, 2010. The facility was
found to be in substantiai compliance with Title
42, Code of Federal Regutations, 483.70(a}
relating to NFPA 101 Life Safety Code 2000
Edition, with no regulatory violations identified on
the date of the survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE : (X8) DATE

Any deficiency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homas, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the factlity. If deficiencies are cited, an approved plan of correciion is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Qbsolete Event ID: SBOF21 Facllity ID: 100751 If continuation sheet Page 1 of 1



